The global burden of neuropsychiatry diseases and related mental health conditions is enormous, underappreciated and under resourced, particularly in the developing nations.
Introduction
The burden and inequalities in mental healthcare throughout the world are critically important health issues, and taken together present immense ethical challenges. In this paper we examine mental health issues globally, with special emphasis given to the developing nations, because of the limited research and increased burden of mental disorders in these nations. We also provide an overview of the ethical considerations in international mental health and renewed interest in approaches that integrate mental health into primary care services (Table 1) .
Mental disorders account for an enormous global burden of disease that is largely underestimated and underappreciated. In a given year, about 30% of the population worldwide is affected by a mental disorder and over two thirds of those affected do not receive the care they need (Chisholm et al., 2007; Kessler et al., 2005b; Wittchen, Jonsson, & Olesen, 2005) . About 14% of the global disease burden is attributed to neuropsychiatric disorders, mostly depression, alcohol-substance abuse and psychoses (Murray & Lopez, 1996; Prince et al., 2007) . In the USA, about 57.7 million adults experience a mental disorder annually, and 1 in 17 people have a serious mental health condition (Kessler, Chiu, Demler, & E.E., 2005a) . These figures translate into hundreds of millions of people suffering from mental disorders globally including depression (154 million), schizophrenia (25 million), and alcohol use disorders (91 million) (Schmidt, Norman, & Boshuizen, 1990; WHO/WONCA, 2008) . Suicides account for about 1 million deaths annually (WHO, 2002) .
The projected burden of mental health disorders is expected to reach 15% by the year 2020, where common mental disorders (depression, anxiety, and substance-related disorders including alcohol) will disable more people than complications arising from AIDS, heart disease, traffic accidents and wars combined. Almost one third (28%) of disability-adjusted life-years in 2005 were attributed to neuropsychiatric disorders (e.g. unipolar affective disorder (10%) (Murray & Lopez, 1996) .
The burden of unmet mental health needs is especially high among children and youths (Flisher et al., 1997; Kataoka, Zhang, & Wells, 2002; Ngui & Flores, 2007) . About 10% to 20% of all children are affected by one or more mental or behavioural problems (Murthy et al., 2001 ). In the USA, 1 in 5 children suffer from a mental disorder, with 1 in 10 affected by a serious mental or emotional disorder (US Department of Health and Human Services, 1999) . Only 15% to 30% of these children, however, receive the treatment they need (WHO/WONCA, 2008). Kataoka found that 79% of children 6 to 7 years of age with mental disorders do not receive the care they need (Kataoka et al., 2002) . Data from the developing nations is less reliable, but estimates from the Western Cape region of South Africa suggest that 17% of children and adolescents suffer from mental disorders (Kleintjes et al., 2006) , whereas in conflict areas such as Mosul, Iraq it is as high as 35% of children and youths (Al-Jawadi & Abdul-Rhman, 2007) .
In light of this evidence, the ethical concerns associated with international mental health disparities are profound. Human rights and social justice frameworks are arguably central ethical tenets of public health (Beauchamp, 1999) . According to the International Covenant of Economic, Social and Cultural Rights, 'everyone has a right to the highest attainable standard of physical and mental health' (Earle, 2006, p. 327) . As such, addressing global mental health inequalities and the underlying determinants of mental disorders promotes human rights and social justice in any society. These frameworks call for the ethical care of people living with mental illness and global advocacy of beneficence, autonomy, respect for individuals, nonmalfeasance and empowerment of all people, and particularly those who are marginalized, stigmatized and discriminated against (Roberts & Dyer, 2004; Sheppard, 2002) . Paul Farmer observes that the needs of the world's poor are often not recognized and the underlying structural inequalities that contribute to these conditions are frequently neglected or ignored by the international public health and foreign policy communities (Farmer, 2003) . He calls for the inclusion and integration of human rights agenda, including resource equity and social justice in health diplomacy and international health assistance (Mann, 1996) .
Initiatives and strategies to address health must systematically incorporate mental health as a key part of overall health. Application of the human rights and social justice frameworks in mental health require concerted effort and commitment to address the underlying determinants of mental health problems including fair, equitable, and ethical distribution of resource distribution (e.g. treatment), inclusive mental health and primary care policies, and strengthened legal and human rights protection for people living with mental disorders and their families.
In many developing nations, standards for ethical conduct of research and treatment are inadequate or lacking. Addressing inequalities and unmet mental health needs, especially in the developing nations, will require establishment and strengthened ethical standards in research and treatment of people with mental health problems. Goodman (2008) observes that 'ethics is essential for building trust in developing world … ethics and trust are required for a successful research programme … health of communities depends on more and better research; and that such research is necessary for reducing disparities' (Goodman, 2008, p. 89) . Indeed, repeated demonstrations of integrity by economically established countries towards all people affected by mental illness and its burden throughout the world is a precondition for ethically sound and humane healthcare. Moreover, intensive and more appropriately attuned ethics education is critically important in understanding and addressing mental health inequalities and in the preparation of clinicians caring for people living with mental illness (Chipp et al., in press; Hoop, DiPasquale, Hernandez, & Roberts, 2008; Jain, Dunn, & Roberts, in press; Lehrmann, Hoop, Hammond, & Roberts, 2009; Roberts, Johnson, Brems, & Warner, 2008) in rural and underserved areas.
Inequalities in mental health
Inequalities in mental health exist, are pervasive and often ignored as illustrated by the neglect of a mental health focus in the Millennium Development Goals (United Nations, 2000) . According to the World Health Organization (WHO), health inequalities can be defined as 'differences in health status or in the distribution of health determinants between different population groups ' (WHO, 2007) . Health inequity is those inequalities in health considered unfair and unjust (Kawachi, Subramanian, & Almeida-Filho, 2002) . Inequity in mental health exists in access to care, use and outcomes of care (e.g. morbidity and mortality) and can occur by geographical region (rural/urban), gender, socioeconomic status, racial or ethnic background and sexual orientation among other things.
Mental health inequalities are strongly associated and embedded within the broader social and economic context. An inverse relationship between socio-economic status and mental disorders has been documented (Dalgard, 2008; Hunt, McEwen, & McKenna, 1979; Kessler et al., 1994) . In almost all nations the poor are at a higher risk of developing mental disorders compared to the non-poor. Poverty, is both a 'determinant and a consequence of poor mental health' (Murali & Oyebode, 2004, p. 217) . Mental disorders increase the likelihood of living in poverty, perhaps because of their influence on functionality and ability to get or sustain employment. Conversely, poverty increases the likelihood of developing mental disorders (Bostock, 2004; Das et al., 2007; Murali & Oyebode, 2004) .
The consequences of mental health inequalities include continued unnecessary suffering and premature deaths, increased stigma and marginalization, lack of investment in mental health workforce and infrastructure, and limited or lack of treatment for people suffering from these conditions. In many developing nations with mental health policies, scarce resources and infrastructure, ineffective advocacy and the lack of political will limits effective mental health legislations and interventions (WHO, 2005b) . These nations often lack effective mental health champions who can galvanize communities and policy makers to address mental health needs. Families of people with mental health problems are often marginalized and are limited in their ability to champion for mental health issues due to the stigma associated with these disorders. Some progress, however, is being made redress the challenges posed by mental health problems (Eaton, 2009 ), but these efforts are few and need to be scaled up to adequately meet mental health needs.
Unmet mental health needs
Mental health inequalities have contributed to profound suffering and death worldwide largely because people cannot access the treatment they need. Estimates for untreated serious mental disorders in developing countries range from 75% to 85% (WHO, 2004) . Over 80% of people suffering from mental disorders (e.g. epilepsy, schizophrenia, depression, intellectual disability, alcohol use disorders and those committing suicide), live in developing countries (Bertolote, Fleischmann, De Leo & Wasserman, 2004) . Untreated cases range from 32.2% for schizophrenia (including other non-affective psychosis) to 56.3% for depression, to 78.1% for alcohol and drug use disorders (Kohn, Saxena, & Levav, 2004) . In Kenya, for example, the number of unidentified cases of mental illness attending a National Hospital was 40% (Makanyengo, Othieno, & Okech, 2005) ; with unidentified cases of depression between 53% and 66.2% at the sub-district and district hospitals, respectively. Almost a quarter of patients attending general health facilities in Kenya have undiagnosed alcohol abuse problems (Ndetei et al., 2009) . Rural areas in developing nations, as in economically established countries (Roberts, 2007) , are especially affected by mental health disparities.
Many developing nations have no policies to address the basic needs and rights of individuals with mental illness, which contributes to limited prioritization of mental health in health planning, resource allocation, and workforce development, further increasing unmet mental health needs. Research shows that in developing nations patients often leave hospitals without knowing their diagnosis or what medications they are taking (Gerteis, Edgman-Levitan, Daley, & Delbanco, 1993; Ndetei, Mutiso, Khasakhala, & Kokonya, 2007b) , wait too long for referrals, appointments, and treatment (Murray & Tantau, 1998) and are not respected or given adequate emotional support (Botelho, Lue, & Fiscella, 1996; Sobel, 1995) . In many communities, the burden of caring for the sick is placed on women and increasingly children because of the high adult morbidity and mortality due to HIV/AIDS and other infectious diseases. This has resulted in age and gender inequities in primary caregiver's responsibilities for people living with mental illness. Moreover, increased international migration of health workers from developing to the developed nations (Connell, Zurn, Stilwell, Awases, & Braichet, 2007; Kirigia, Gbary, Muthuri, Nyoni, & Seddoh, 2006; Stilwell et al., 2003; Stilwell et al., 2004) and internal migration from rural poorer communities to more wealthier urban communities in the developing nations has further worsened the shortage of mental healthcare workers (Mwaniki & Dulo, 2008; Ndetei, Khasakhala, & Omolo, 2008; Ndetei et al., 2007b) . As a result, the majority of people with mental illness in developing nations go untreated despite the availability of effective treatment. These large treatment gaps are not surprising given that in many developing countries there is no budget for mental health services. Not only are mental health services scarce, but individuals who have mental disorders attending public medical services are required to meet the cost of their treatment (psycho-active drugs), while treatment for physical health problems is freely provided (Ndetei, Khasakhala, Kingori, Oginga, & Raja, 2007a; WHO, 2005b) . This disproportionately affects poorer people who are at greater risk of having mental disorders.
Stigma and discrimination
The burden of mental disorders in developing countries is compounded by high rates of stigma and discrimination, which are major obstacles in the provision and utilization of mental health services (Horwitz, Roberts, & Warner, 2008; Okasha, 2002; Onyut et al., 2009; Ssebunnya, Kigozi, Lund, Kizza, & Okello, 2009 ). Research documents increasing social distance and stigmatization of people living with mental disorders in sub-Saharan Africa (Adewuya & Makanjuola, 2005 even among mental health providers (Ndetei et al., 2009 ). The stigma, myths and misconceptions surrounding mental illness contribute to much of the discrimination and human rights violations experienced by people with mental disorders (Ndetei et al., 2007a) . The laws, practices and social norms in many nations give extensive powers to guardians of people with mental disorders to decide where they live, their movements, their personal and financial affairs, and their care including their commitment to mental hospitals (Ndetei et al., 2007a) . Research, however, shows that clinicians and others, including family members, inaccurately judge what patients value (Gerhart, Koziao-McLain, Lowenstein, & Whiteneck, 1994; Laine et al., 1996; Roberts et al., 2003; Roberts, Warner, Anderson, Smithpeter, & Rogers, 2004a; Roberts, Green Hammond, Warner, & Lewis, 2004b) , resulting in unnecessary restrictions in the rights to work, education, marriage and participation in community or family functions.
Stigma associated with mental disorders can also influence career choices resulting in fewer people choosing to work in the mental healthcare field. Studies involving medical students in Colombia (n = 375) (Pailhez, Bulbena, López, & Balon, 2010) , Saudi Arabia (n = 54) (ElGilany, Amr, & Iqbal, 2010) , and Spain (n = 207) (Pailhez et al., 2010) , and medical residents in Romania (n = 112) (Voinescu, Szentagotai, & Coogan, 2010) , published in a special collection recently demonstrated the negative attitudes that exist towards the medical specialism of psychiatry. For example, 82% of the Saudi Arabian students and 52% of the Romanian students in these survey projects endorsed the statement that 'if a student expresses interest in psychiatry, he or she risks being … seen by others as odd, peculiar, or neurotic'. Large proportions of students had been actively discouraged by their medical school teachers, family members, friends, and fellow students from going into psychiatry (El-Gilany, Amr, & Iqbal, 2010; Voinescu, Szentagotai, & Coogan, 2010) .
Limited knowledge of the causes, symptoms and treatment of mental illness often leads to common but erroneous beliefs that these conditions are caused by individuals themselves or by supernatural forces, possession by evil spirits, curse or punishment following the individual's family or is part of family lineage (Mohit, 2001) . Disturbingly, physicians in training in some developing or economically disadvantaged countries hold these same beliefs, even after undergoing psychiatric training (Roberts, 2010) . For example, 23-40% of Nigerian medical students in one study endorsed supernatural causes of mental illness, such as charms, evil spirits, and witchcraft (Aghukwa, 2010) . These beliefs increase stigma, discrimination, and social isolation of individuals living with mental illness and limits resources for their care. Without effective diagnosis and treatment options, mental disorders are seen as untreatable, resulting in patients being undervalued and perceived as not able to contribute to society. In developing nations and in some communities in developed nations, the limited availability of modern mental health services and providers is offset by reliance on traditional and faith healers (Beals et al., 2005; Hewson, 1998; Ngoma, Prince, & Mann, 2003; Ovuga, Boardman, & Oluka, 1999; Sorsdahl et al., 2009) . Although these alternative healers play a critical role, they often lack the necessary training and skills to provide effective care for people with serious mental illness.
Mental disorders and economic development
The economic burden of mental disorder is great. In the USA the indirect costs associated with these disorders is estimated to be over $79 billion, with about $63 billion reflecting the loss of productivity because of illnesses (Manderscheid, Druss, & Freeman, 2007) . In Canada, the economic burden of mental illness in 2003 was about $34 billion ($1,056 per capita), with depression and schizophrenia accounting for about $5 billion and $2.7 billion annually, respectively (Patra et al., 2007) . Mental health conditions cost between 3% and 4% of the gross national product in the European Union member countries (Gabriel & Liimatainen, 2000; WHO, 2005c) .
The effect of mental disorders extends beyond individual and family suffering to national economic development. Mental health well-being is strongly related to many economic development sectors (e.g. education, employment, law enforcement and incarceration) (Gureje & Jenkins, 2007) and several Millennium Development Goals (United Nations, 2000), (e.g. eradicating extreme poverty and hunger, reduce child mortality and improve maternal health) (Gureje & Jenkins, 2007; Miranda & Patel, 2005; WHO, 2002) . These conditions can influence economic growth through their effects on labour supply, earnings, participation and productivity (Dewa & Lin, 2000; WHO, 2002) . Depression, for instance, can negatively affect education, employment, and productivity (Berndt et al., 1998; Kessler & Frank, 1997) , but productivity gains after effective treatment exceed direct treatment costs (Simon et al., 2001 ).
Economic loss associated with decreased labour force participation and institutionalization of people with mental disorders is great. In the USA, about 3% of men and 4.5% of women cannot work or engage in regular activities because of mental or emotional problems. Men with mental disorders earn 21% less than men without mental disorders (Robins & Regier, 1991) . In Kenya, the economic loss associated with institutionalization of mental and behavioural disorders is about $13 million (Kirigia & Sambo, 2003) , a large amount in a country where over half of the population live on less than a dollar per day and have no safe drinking water (UNDP, 2000) . Unmet mental health needs can create social problems (e.g. unemployment, substance abuse, poverty) that may increase crime and political instability. Sen observes 'there is plenty of evidence that unemployment has many far-reaching effects other than loss of income, including psychological harm, loss of work motivation, skill and self-confidence, increase in ailments and morbidity (and even mortality rates), disruption of family relations and social life, hardening of social exclusion and accentuation of racial tensions and gender asymmetries' (Sen, 1999, p. 94) . In many developing nations these social problems are further compounded by poor governance, corruption and social morbidity due to natural and manmade disasters (e.g. wars) which increase mental health problems, erode social cohesion and capital, and limit economic growth (Dewa & Lin, 2000; Njenga, 2002; WHO, 2002) .
Integrating mental health into primary health care services
The mismatch between the global burden of mental disorders and availability of mental health resources is alarming. According to WHO, there is less than one psychiatrist for every 100,000 people in much of south-east Asia, and less than one psychiatrist for every 1 million people in sub-Saharan Africa (Jacob et al., 2007; WHO, 2005b) . Nigeria, for example, has 100 psychiatrists for its population of 114 million (Gureje & Lasebikan, 2006) . Globally, only 2% of national budgets are devoted to mental health (WHO, 2005b) . About 70% of African and 50% of south-east Asian countries devoted less than 1% of their health budget on mental health (Jacob et al., 2007) .
Given the scarcity of mental health providers in developing nations, the few psychiatric hospitals that exist are often understaffed, crowded, and may not provide the quality of care needed. Most psychiatric hospitals are located in urban settings and away from family members, which further increases the social isolation and cost for families. In some countries, these hospitals are simply 'warehouses' where patients are kept from the rest of the society because of limited resources and capacity to manage effectively their conditions. In developed nations (e.g. USA), deinstitutionalization of people with mental illness results in many patients, mostly racial/ethnic minorities, being incarcerated because of limited access and availability of basic mental health services in the community.
One key strategy for addressing inequalities in mental health care is to ensure the integration of mental health with other primary care services. Ongoing efforts to implement and enhance primary care in developing countries (Rohde et al., 2008; Tejada de Rivero, 2003; Walley et al., 2008) must include mental healthcare, as a critical component of overall population health and wellbeing. Chan and Van Weel observe that:
For too long, mental disorders have been largely overlooked as part of strengthening primary care. This is despite the fact that mental disorders are found in all countries, in women and men, at all stages of life, among the rich and poor, and in both rural and urban settings. It is also despite the fact that integrating mental health into primary care facilitates person-centred and holistic services, and as such, is central to the values and principles of the Alma Ata Declaration. (WHO/WONCA, 2008, p. vii) Reasons for integrating mental health into primary care include the enormous social and economic burden, the interwoven nature of physical and mental problems, and the significant treatment gaps of mental health problems (WHO/WONCA, 2008). Moreover, since primary care for mental health problems is affordable and cost-effective, such integration would generate good outcomes; promote access to care, and respect for human rights (WHO/ WONCA, 2008).
Community mental health services can help reduce social stigma and discrimination by reducing the social isolation, neglect, and institutionalization of people living with mental health problems. Effective community management of mental disorders also helps people realize that people with mental illness can live productive lives, contribute to society, and be integrated with society.
Data and the global burden of mental health problems
Efforts to address mental health problems must also address the pervasive lack of reliable data within and across nations (WHO, 2005a) . Health systems in many developing nations do not routinely collect mental health data (Ndetei et al., 2007b) , which can limit the ability of nations to accurately determine the burden of these conditions and develop plans to address them. Data limitations put mental health needs on the backburner for most policy makers and make it difficult for governments and international agencies to devote more resources to address mental disorders. Strategies, such as adding reliable mental health measures to ongoing population surveys (e.g. The Demographic Health Survey) can significantly improve availability of data for advocacy, programme planning and policy formation in many countries.
In conclusion, health reform agendas in the developed and developing nations need to provide legal protection, services, and human rights to people living with mental disorders. These policies must protect people with mental disorders from abuse, neglect, and discrimination, and afford them the care they need. Justice requires that people with mental illness receive the same societal and legal protection given to other people with physical health conditions. Ethical and human rights challenges in caring for people living with mental illness and their families exist. These include: (1) justification to provide mental health services to communities when primary healthcare services are inaccessible, unavailable, and unaffordable and therefore unsustainable in rural and hard-to-reach areas; (2) lack of public awareness on mental health and limited knowledge about the causes of mental illness which have resulted in mental health being given low priority by the policy makers and health providers, (3) the vicious circle between mental ill-health and poverty, (4) the role played by stigma towards individuals who have mental illness and their families, and (5) inadequate developed mental health policies, resulting in limitations to bring about major reforms in the implementation of mental health policies and service delivery needed by mental health systems.
Although the idea of health without mental health sounds absurd, mental health is perhaps the most neglected aspect of health in developed and developing nations. Addressing mental disorders often appears to be an afterthought in health and social policy development, added to existing 'more important health issues' rather than a part of individual and population overall health and wellbeing. In defining health, the WHO clearly articulated the importance of mental health by including it with overall physical and social well-being. By putting it in between the state of 'physical' and 'social' well-being, this definition symbolically shows how mental health ties physical health and social wellbeing together. Neglect of mental health needs in health policies often translates to neglect in research, funding, services, and infrastructure (e.g. the development of competent mental health workforce) especially in poor and underserved communities (WHO, 2001a (WHO, , 2001b . Mental health is vital to our understanding of health and economic development and must be prioritized in health planning, resource allocation and fully integrated with other primary care services. Table I Summary of key issues in global mental health.
Issue

Key points
Burden of mental disorders
•
The global burden of mental disorders is enormous, under-appreciated, and largely unmet.
• Annually, about 30% of the population worldwide is affected by a mental disorder and over two thirds of those affected do not receive the care they need.
Depression, alcohol and substance abuse and psychoses are among the most prevalent conditions.
• Mental health problems have major economic and social cost.
• Many nations have limited capacity (e.g. infrastructure, workforce, resources) needed to assess, identify and treat mental health disorders.
Ethics, human rights and social justice
• Human rights and social justice frameworks are critical in understanding and addressing mental health inequalities.
• In many nations, limited or no policies exist to address basic needs and human rights of people with mental illness and standards of ethical conduct of research and treatment of mental disorders are inadequate or lacking.
• Ethical principles of beneficence, autonomy, respect for persons and non-malfeasance for people living with mental disorders foster human dignity, and promote human rights and social justice.
Mental health inequalities and unmet needs
• Mental disorders are associated and embedded within the broader social and economic context.
• Poverty increases the risk of developing mental disorders, which in turn increase the risk of living in poverty due disability or loss of gainful employment.
• Mental disorders are determined by multiple and interacting social, psychological and biological factors. The underlying social determinants of mental disorders (e.g. low levels of education, unemployment) also are key determinants of living in poverty.
• Unmet mental health needs contribute to profound suffering and deaths largely because people cannot access needed treatment.
• Shortage of mental health providers and resources result in unnecessary institutionalization of people with mental illness even though these conditions can be managed effectively in the community if services were available.
• In most developing nations, the burden of caring for people with mental illness disproportionately falls on women and children.
Stigma and discrimination
• Mental health stigma and discrimination are major barriers to effective management of mental disorders.
• Stigma, myths, and misconceptions of mental illness contribute to much of the discrimination and human rights violation experienced by people with mental disorders.
• Stigma and discrimination increase social isolation and unmet needs for mental health services, negatively influence choice of mental health careers, and limit development of policies and human rights protections for people living with mental disorders and their families.
• Limited access to modern psychiatric services increase beliefs that mental disorders are untreatable which further increases stigma and discrimination and patient's reliance on traditional healers who may not have adequate skills and training to help people with serious mental disorders.
Integration of mental health into primary health care services
• In many developing nations, mental health services are provided at the tertiary level with limited or no integration to primary care interventions.
• The majority of individuals with mental disorders and their families live in overt poverty and cannot access, afford, appropriate and available specialized mental health services provided at tertiary levels health facilities serviced by psychiatrists.
• Extreme and growing shortage of mental health workers further compounds the problem of access to mental health services resulting in limited access to services and reliance on traditional healers in some nations.
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Issue
Key points
•
In the absence of integrated proper functioning health systems it is impossible to provide mental health services for most individuals with mental disorders and their families in developing nations.
• Integrating mental health into primary care services is a critical, affordable, and cost-effective approach to delivering services for people living with mental disorders.
• Such integrated systems of primary care can reduce unmet needs and social stigma and discrimination by decreasing social isolation, neglect, and institutionalization of people with mental disorder.
Impact on economic development
• The economic burden of mental disorders is great. Mental disorders significantly impair economic growth through their effects on labour supply, earnings, participation, and productivity.
• Unmet mental health care needs are associated with increased risk of social problems (e.g. school drop out, alcohol and drug use, disability, unemployment, unsafe sexual behaviours, crime and poverty) that may influence economic growth.
• In many developing nations, limited efforts have been made to address or modify the social determinants of health, including actions that allow people to adopt and maintain healthy life styles and those that create living conditions and environments that support health.
• Mental health promotion is an integral part of health promotion theory and practice where persons with mental illness need affordable, available, accessible, and appropriate sustainable mental health services for them to continue education (children and youth) or remain in an economic sustaining livelihoods (employment).
• These associations play a major role in risk behaviours, such as unsafe sexual behaviour, road trauma and physical inactivity resulting in lack of meaningful, or dismissal from, employment, and in turn becomes an associated cause for depression and alcohol and drug use among people with mental disorders and their families.
Mental health data
• Lack of reliable mental health data within and across nations is pervasive and a critical barrier in addressing unmet mental health needs.
• Limited data hinder better understanding of mental health needs, limit policy, interventions, and resources needed to address mental disorders.
• Data limitations put mental health needs on the back burner of policy development and resource allocation.
• Better collection of mental health data are needed in the developing nations and among rural and racial groups in developed nations.
